A 57-year old woman with thyroid carcinoma manifesting overt thyrotoxicosis is presented.
Thyroid carcinoma is a relatively common disorder, but the thyroid carcinoma manifesting thyrotoxicosis is exceedingly rare. Since Leiter et al. (1946) described two patients with adenocarcinoma of the thyroid with functioning metastases and thyrotoxicosis, about 20 such cases have been reported in English literatures (Bloise et al., 1963; Dunn and Ray, 1973; Federman, 1964; Ghose et al., 1971; Ginsberg et al., 1963; Hertz, 1955; Hunt et al., 1960; McConnon et al., 1975; McLaughlin et al., 1970; Studer et al., 1961; Sung and Cavalieri, 1973; Sussman et al., 1968; Valenta et al., 1970) . There have also been reports on 3 such cases in Japan (Inoue et al., 1971; Kimura et al., 1964; Nishikubo, 1971 Case Report A 57-year old woman was admitted to the Central Hospital of Ibaraki on May 7, 1974, with a large tumor in the anterior neck and pain in the left chest. The patient first noticed a walnut-sized mass in her anterior neck 25 years previously. This had gradually increased in size in the beginning and then rather rapidly for the last few years. One month before admission, she noticed exertional palpitation, increased perspiration, loss of body weight and dull ache in the left lateral chest wall. Family and past history were non-contributory.
On admission, the patient was an emaciated, jittery woman, 142cm tall and weighing 37kg.
The skin was warm and 131I scanning of the neck and the chest, taken one month after right lobectomy.
Radioiodine was accumulated in the remaining left lobe of the thyroid, the right anterior neck, the left lateral chest wall (left arrow) and the right pulmonary hilus (right arrow). THYROID CANCER PROVOKING THYROTOXICOSIS right anterior neck, the left lateral chest wall and the right pulmonary hilus (Fig. 2) . On November 5, the patient was given 131I 50 mCi. Further 131I treatment was refused by the patient. In April, 1975, the patient again noticed palpitation, perspiration and several new left axillary masses. On a thoracic roentgenogram, the mass both in the left lateral chest wall and in the right pulmonary hilus had increased in size. The T3-resin sponge uptake was 36.2% and the serum thyroxine 15 leg/dl.
A radioiodine whole body scanning of November 12, 1975, showed uptake in the right upperarm and the left lateral chest wall but no uptake in the neck (Fig. 3) . The patient was again given 50 mCi of 131I and then treated with propylthiouracil 450 mg/day.
The euthyroid state was maintained on propylthiouracil 450 mg/day supplemented with triiodothyronine 50 pg/day.
In March, 1976, the patient returned to the Hospital due to a fracture of the right femur. The fracture was surgically reduced and a biopsy specimen was obtained.
In April, a left pleural effusion was detected; aspiration yielded fluid with class 4 cyto- Fig. 3 (Leiter et al., 1946) ]. But there are reported cases in which the histopathology is not clearly defined, for example described only as adenocarcinoma (Federman, 1964; Hertz, 1955; Leiter et al., 1946) , carcinoma of the thyroid with colloid (Hunt et al., 1960) or carcinoma (Federman, 1964) . In our case, the patient was treated with 50 mCi 1311 (a maximal single dose permitted in the Central Hospital of Ibaraki) after the surgery. The patient refused repeated 131I treatment because she disliked being isolated in an isotope therapy room. One year later, the patient was again treated with 131I (50 mCi) after she suffered from massive right humerus metastasis.In neither instance was a definite effect of the 131I treatment discerned. In the literature, 18 cases have been treated with 1311 in a single dose of 1311 between 50-200 mCi with some beneficial effect.
The pertinent data of the reported cases with thyrotoxic thyroid carcinoma are summarized in Table 1 
